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Abstract
Bereavement needs assessment for specialist palliative care services has been highlighted as important by NICE guidance
on palliative care for adults with cancer. Identifying and implementing appropriate bereavement measurement tools has
remained a challenge. This paper identifies and reviews bereavement measurement tools to determine their suitability for
use within bereavement services and hospice settings. Cochrane, MEDLINE, PsycINFO and CINAHL, electronic data-
bases were searched, yielding 486 papers. From fifty-nine full text papers appraised, 10 measurement tools were analysed
in detail. Some tools had been tested on specific populations which limited transferability to specialist palliative care
settings; some lacked adequate theoretical links and were not effective in discriminating between normal and complicated
grief reactions; and some lacked clear evidence of validity or reliability. Based on these criteria, conclusions are drawn
about the suitability of particular tools for UK bereavement services and hospice settings where intervention is delivered
by both trained professionals and volunteers.
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Introduction
Grief is a natural response to human loss. Each loss is
unique and the requirement for bereavement support
varies according to the resilience and diverse needs of
each person and family aﬀected. Although most indivi-
duals have suﬃcient inner and informal resources to
adapt to this life transition, some are more vulnerable
and may be at risk of developing lasting physical or
mental health problems or complicated bereavement.1
Reviews of the risk factors that inﬂuence grief2–4
conclude that diﬀerences in health outcome are aﬀec-
ted by the unique predisposing characteristics and
circumstantial factors that may determine the bereaved
person’s vulnerability to loss or their adjustment to
bereavement.2
Providing a universal bereavement service is unnec-
essary and oﬀering therapy to resilient individuals is
known to be unhelpful or indeed harmful.5–11
Therefore, bereavement support should be oﬀered in
response to individually assessed need.2,12 According to
the National Institute for Clinical Excellence (NICE)
Guidance for Supportive and Palliative Care for Adults
with Cancer,13 (p. 157) ‘Professionals are often not adept
at assessing, predicting and responding to families’ and
carers’ bereavement needs, both before and after death’.
Recommendations for the development of bereave-
ment support services in UK palliative care settings
have been highlighted nationally.11–14 Organizations
are challenged to implement reliable methods of screen-
ing and assessing bereavement outcomes based on the
three component model of bereavement support in the
NICE Guidance.13
Patterns of bereavement response
The death of a person with whom an individual has a
signiﬁcant relationship is challenging.15 The expression
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of normal grief is evident through emotional, cognitive,
physical and behavioural features.16 Key events may be
anticipatory grief if a death is expected, the immediate
news of the death, the stages of acute grief, and in some
cases, the complications of bereavement.17 Normal and
abnormal responses to bereavement span a spectrum
in which intensity of reaction, presence of a range of
related grief behaviours, and time course determine the
diﬀerentiation.17
A large proportion of the bereaved experience
common grief reactions where normal life functioning
is interrupted with depressive symptoms. Distress is
present for several months and gradually alleviates
over time. There is adjustment to loss and bereavement
by individuals utilizing their own inner personal
strengths, existing informal resources and support
systems.7 Non-involvement of professional services
(component one of the NICE bereavement model) is
balanced against duty of care which may be met by
the provision of information on common grief reactions
and the availability of formal bereavement support
services. This approach, which aims to promote
resilience, respects that not all bereaved individuals
experience acute distress by their loss and recognizes
that many are able to maintain relatively stable,
healthy levels of psychological and physical
functioning.18
Component two of the NICE model recognizes that
a minority of individuals, who may ﬁnd bereavement
diﬃcult without formal support, are known to be more
vulnerable, more at risk of lasting physical or mental
health consequences,13,14,19 and more likely to suﬀer
impairments in social, family and occupational func-
tioning.20–22 They often need an opportunity to
review their loss experience and volunteers or self-
help and community groups may oﬀer much of this
support. Service providers however must establish a
process for onward referral if more complicated or spe-
cialist bereavement needs emerge.
Component three recognizes that a minority of indi-
viduals will require specialist interventions for compli-
cated grief reactions. Complicated grief is characterized
by distressing symptoms lasting at least 6 months fol-
lowing the death of a signiﬁcant person or relative.
Specialist service responses are likely to include: referral
to mental health services, psychological support, coun-
selling or psychotherapy services; provision of specialist
palliative care and general bereavement services; and
specialist intervention to meet the needs of bereaved
children and young people.13
In this paper we review existing bereavement assess-
ment tools which facilitate objective decision-making
about the type and level of bereavement service that
may be needed. We focus on two types of bereavement
assessment: (1) assessment commencing at the point of
referral or admission to palliative care, and continuing
into early bereavement and (2) assessment conducted
when an individual presents requesting formal bereave-
ment support and is screened for normal or compli-
cated grief.
Bereavement assessment practice
Bereavement risk assessments have been incorporated
into hospice practice since the 1970s with the work of
Parkes.5 The advantage of referral to palliative care is
that anticipated death is usually acknowledged and the
time interval between referral and death may oﬀer an
opportunity to engage in complicated bereavement risk
assessment practice.2 According to Kissane17 (p. 1141)
as palliative care teams are involved continuously from
the patient’s admission, they are ideally placed to rec-
ognize those at increased risk of complicated grief and
to plan preventive interventions in an endeavour to
reduce morbidity. Empirical evidence conﬁrms that
when preventive interventions are targeted to those at
risk, beneﬁts ensue.23
In most services, nurses use their clinical judgement,
and formal bereavement assessments, applying written
checklists of established risk factors, are used in 40% of
UK hospices.24 These checklists, usually completed by
nursing staﬀ in conjunction with multidisciplinary dis-
cussions, are used to assess the perceived needs of
bereaved individuals. They are central to demonstrating
the decision-making process surrounding the type, level
and timing of support to be oﬀered,11 to ensuring accu-
racy of information collected and to facilitating audits
of practice.2,5,6,8,24–28
As in other spheres of health and social care, anxi-
eties have been expressed about the reliability of such
checklists in ‘measuring’ accumulated risk factors or in
predicting outcomes.29 It has been found that assess-
ments completed before or around the time of a
patient’s death, frequently reduced to a series of tick
boxes, are often incomplete or inaccurate. Information
is limited due to brief hospice stays, reluctance by
nursing staﬀ to ask ‘intrusive’ questions,30 poor user
involvement and limited staﬀ training in psychosocial
care.11
Specialist palliative care teams are well placed to
undertake bereavement risk assessments around the
time of the patient’s death. However, formal methods,
such as Parkes’ Risk Index,31 show limited reliability to
predict bereavement outcome.32,33 Many formal assess-
ments also neglect ethical issues around assessment
practice and have not altered the widely applied
model of universal, proactive service delivery by spe-
cialist palliative care teams or hospices. Although
some individuals may self-refer for additional support,
there may be a more reliable method of assessment
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which specialist palliative care teams might use to
screen for risk of complicated bereavement. Such a
measure might enable specialist palliative care to
focus support on those in greatest need.
Ellifrit et al.34 found consensus among American
bereavement professionals regarding the prioritization
of risk factors and concluded that it is possible to assess
bereavement risk in carers of seriously ill patients, prior
to their loss. However, this requires professionals
who are conﬁdent in clarifying concerns, assessing
risk and oﬀering preventive interventions. Similarly,
in Australia Aranda and Milne2 reported that most
studies in complicated bereavement focused on the
measurement of psychological distress and ill health
to determine outcomes post-bereavement, therefore
medicalizing grief, with the disadvantages of not
exploring social vulnerability and adjustment factors
or diﬀerentiating between grieving styles. Whilst
Aranda and Milne2 do not endorse a particular
bereavement risk assessment tool, they do recommend
that family members of dying individuals should be
involved in their assessment; that risk of complicated
bereavement assessment forms be part of the palliative
care team’s duty of care; that assessment be commenced
at the point of referral to palliative care and continue
into early bereavement; and that assessment should
involve the illness, care and nature of death, the char-
acteristics of the bereaved, the interpersonal relation-
ships, the family functioning and the characteristics of
the deceased.
Self-referral post-bereavement is in line with NICE
guidance13 and oﬀers information on common grief
reactions and support services to all bereaved families,
and an assessment is only conducted when an individ-
ual requests bereavement support. Such a model
requires that the individual is able to recognize their
need for support and have the courage and motivation
to self-refer. The advantage of such an approach is that
the individual can provide accurate information based
on how they have been coping with their bereavement
and can identify their current informal and formal sup-
port networks. In this way, resilience is encouraged and
the individual is more actively involved in the assess-
ment and care planning process. According to Reith
and Payne35 (p. 139) this approach promotes individual
choice regarding service uptake, respects the capacity of
the bereaved individual to determine their point of
entry into service provision, is less likely to create
stigma based on a deﬁcit model of assessment and
will moderate the tendency of professionals to decide
who needs bereavement support. A number of bereave-
ment assessment tools can be used, some of which are
self-assessment methods and some of which have been
validated to predict or conﬁrm complicated grief
reactions.
Theory underpinning bereavement assessment
The subscales of the majority of bereavement measure-
ment tools36–39 were originally developed applying the
tenets of attachment theory.40 The Colorado
Bereavement Services Project41 assessment tool is
based on Four Tasks of Mourning identiﬁed by
Worden,42 whose theoretical interpretation of grief
responses has contributed to a simpliﬁed approach to
grief. However, Machin43 (p. 72) warns that whilst this
simpliﬁcation has made complex ideas more accessible
and practitioners more conﬁdent to work with grief,
it has also led to distortion and misunderstanding
of the rich knowledge base contributed by theorists
and researchers and to a culture of care that does not
recognize the wide variations in the uniqueness of grief
experiences. In our post-modernist climate, which
recognizes human diversity, theories within which
diversity is not sacriﬁced for simplicity and no theoret-
ical concepts deemed too complex for clinical applica-
tion43 (p.72) have been created and applied at the
forefront of practice.
Such post-modern theoretical developments suggest
the need for an integrative approach to assessment
which examines both risk factors and coping
styles.11,44–46 For example the Integrative Risk Factor
Framework,46 which attempts to address the limita-
tions of earlier theoretical models, encourages a
more systematic analysis of factors contributing
to outcome by regarding grieving as an active and
ﬂuctuating process, incorporating both avoidance
and confrontation. This framework, derived from the
Dual Process Model44 and Cognitive Stress Theory47
highlights that factors relating to adjustment cannot
be evaluated in isolation but need to be understood
in relation to each other, to enable ‘oscillation’
between loss and restoration type stressors.48 Other
theoretical frameworks, comparable to the notion
of ﬂuctuation or oscillation, are evident in the work
of Horowitz et al.49 who understood the impact that
painful life events have on individuals through intru-
sive thoughts or avoidant responses, in the work
of Martin and Doka50 who diﬀerentiate between
intuitive grievers and instrumental grievers, and in
the work of Machin45 who conceptualized the ‘Range
of Response to Loss’ model of grief based on three
broadly diﬀerent reactions to bereavement on a contin-
uum from overwhelmed, controlled to resilient.
Greater resilience is indicated when there is a capac-
ity to embrace competing forces of grief.43,51 Models
of coping identiﬁed by Lazarus and Folkman47,52
emphasise how pre-existing coping mechanisms and
perspectives become operational in the face of stress
and will be used to appraise the nature of the current
life event. Positive emotions, which oﬀer respite or
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diversion from the distress of a life event, are now
acknowledged to play a role in sustaining the coping
process and leading to a positive outcome.52
According to Machin43 (p. 45)
‘A signiﬁcant conceptual shift has taken place, in which
the theoretical dominance of grief work formulated
with the psychodynamic tradition, has given way to
understanding grief from the position of new empirical
and cross-cultural evidence.’
The principles of bereavement needs assessment
require that an integrative approach is used which
includes the investigation of coping styles and risk fac-
tors, in line with more recent theoretical developments.
Aims of this review
In this review the aim is to identify and evaluate
two main types of bereavement assessment tool: (1)
measures developed for use in specialist palliative care
settings where bereavement needs are assessed continu-
ously; and (2) measures available for use by bereave-
ment services who respond to requests for bereavement
support. The purpose of such tools is to diﬀerentiate
between normal and complicated grief and thereby
inform support oﬀered. These measures operate in
line with components two and three of the NICE guid-
ance bereavement service model.13
Methods
Literature identification
A search of published literature relating to bereave-
ment, risk assessment and grief was performed. The
search strategy used search terms from subject heading
lists in CINAHL, MEDLINE, PsycINFO and the
Cochrane Database of Systematic Reviews.
Search strategy
CINAHL (1982 to April Week 3 2008) was searched
using the search terms bereavement, research instru-
ments, research measurement, psychometrics and risk
assessment. From a total of 110 results, 45 articles
were selected for further study.
MEDLINE (1996 to April Week 2 2008) was searched
using the search terms bereavement, research and risk
assessment. From 250 results, a total of 24 articles were
selected for further study.
PsycINFO (2000 to April Week 3 2008) was searched
using the search terms grief, risk assessment and exper-
imentation. From 53 abstracts, three articles were
selected for further study.
Cochrane Database of Systematic Reviews was searched
using search terms risk assessment, research, bereave-
ment and grief. From 73 abstracts, 11 were selected
for further study.
Selection criteria
The search was limited to English-language articles and
reviews published between the dates outlined under
each database above on palliative care or bereavement
services only. Reports involving children, deaths by sui-
cide, murder, natural disasters, terrorist attacks,
Alzheimer’s disease, HIV and Sudden Infant Death
Syndrome were excluded due to the additional dimen-
sions associated with such losses. Reference lists of
retrieved manuscripts and recently published books
were hand searched. Articles selected for inclusion in
this review met the following criteria:
. Focused on adult bereavement.
. Published measurement tools used in research and/
or service settings.
. Reported on bereavement assessments employing
qualitative and/or quantitative methods.
. Showed evidence of transferability to a palliative
care setting.
. Reported on measurement tools tested for reliability
and/or validity.
. Reported on bereavement measurement tools inﬂu-
enced by theory.
Data extraction
We evaluated the bereavement assessment tools system-
atically. A framework for analysis of included tools was
developed from Gabriel and Kirschling’s53 review of
existing measures and incorporated the following
seven dimensions: administration, breadth of applica-
tion, theoretical basis, information yielded, reliability,
validity and accessibility.
(a) Administration: Some assessment tools require
speciﬁc training for use and interpretation. User invol-
vement in assessment ensures that an instrument is
meaningful and that it covers the areas important to
those participating in the assessment process. It is essen-
tial to recognize the beneﬁts and limitations of diﬀerent
methods of completion and to know the estimated time
required for completion, the number of items and the
brevity or thoroughness of the assessment tool.
(b) Breadth of application: It is important to have
knowledge of where and how an instrument has been
used previously as this will give guidance for future use
and whether it is appropriate for use within hospice or
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specialist palliative care settings, where the majority of
bereavement support services are provided by trained
professionals and volunteers.
(c) Theoretical basis: It is important that conceptual
or theoretical frameworks underpin assessment tools
to ensure that content is comprehensive and outcome
measures are evidence based.
(d) Information yielded: An assessment tool must pro-
vide suﬃcient information within measurement scales.
Normative data should be available on the instrument’s
development and use to enable future users to compare
their client population with a larger, representative
group of bereaved persons.
(e) Reliability: Reliability was determined by one or
more of the following: parallel forms (equivalence);
test–retest (stability); split halves (internal consistency);
or coeﬃcient alpha (internal consistency).54
(f) Validity: Three types of validity were considered:
content validity (expert judgement or face validity); cri-
terion-related validity (concurrent validity and predic-
tive validity); and construct validity (theoretical
relationships).54
(g) Accessibility: All tools were accessed by the authors
for the purposes of this review.
To assist with the evaluation process, original
and review articles of measurement tools were
examined.6,10,21,26,48,53,55–59 To promote rigour a
second reviewer participated in the evaluation process.
Results
Our search yielded 486 results (110 in CINAHL; 250 in
MEDLINE; 53 in PsycINFO; and 73 in Cochrane).
Titles and abstracts were examined for the identiﬁca-
tion of bereavement assessment tools. When a tool
was named or described, full papers (n¼ 83)
were obtained and examined for further information.
The reference lists in these papers were searched
manually. Fifty-nine articles met the inclusion and
exclusion criteria, and referred to 14 measurement
tools. On further examination a number of measure-
ment tools were excluded: one was only suitable for
use by GPs (Grief Diagnostic Instrument)60 one was
designed for use regarding traumatic and sudden
deaths (Hogan Grief Reaction Checklist)38 and two
were developed for research purposes (Assessing
Widow’s Grief 61, Grief Experience Inventory62).
Included tools were separated into two groupings.
(1) Continuous bereavement screening and
assessment tools
Professional screening or assessment tools, suitable
for use from the point of a patient’s admission and
continuing into early bereavement:
. Bereavement Risk Index (BRI);8,36
. Colorado Bereavement Services Project;41
. Family Relationships Index (FRI);63
. Matrix of Range of Responses to Loss;11
. Risk Assessment of Bereavement.39
(2) Normal or complicated bereavement
assessments
Assessments undertaken around 6 months into
bereavement to determine whether a person is experi-
encing normal or complicated grief, and to clarify the
type and level of support required:
. Adult Attitude to Grief Scale (AAG);45
. Core Bereavement Items (CBI);37
. Grief Evaluation Measure (GEM);59
. Inventory of Traumatic Grief (ITG);64
. Texas Revised Inventory of Grief (TRIG).65
Based on Gabriel and Kirschling’s review,53 descrip-
tives are presented for continuous bereavement screen-
ing and assessment tools in Table 1, and for normal or
complicated bereavement assessment tools in Table 2.
We now discuss their key features.
Continuous bereavement screening and
assessment tools
BRI36, which derived from the Risk Index31 and was
revised by Kristjanson8, is completed by nursing staﬀ
and is based on observations or information collected
during discussions with the multi-disciplinary team. It
is used to screen and oﬀer a proactive service within a
preventive health care model and has been widely
adapted for use within specialist palliative care settings.
Whilst brief and simple to use, its mode of completion
excludes direct service user involvement raising issues
of consent and accuracy regarding the assessment and
decision-making process. Briefer admissions to hospice
and limited knowledge of relatives could also lead to
incomplete assessments. This tool has been reported to
have limited reliability in predicting bereavement
outcome.32,33
Colorado Bereavement Services Project41 is com-
pleted by trained staﬀ or volunteers and uses an asterisk
scoring system to identify risk assessment/stressors and
Agnew et al. 5
T
a
b
le
1
.
C
o
n
ti
n
u
o
u
s
b
e
re
av
e
m
e
n
t
sc
re
e
n
in
g/
as
se
ss
m
e
n
t
to
o
ls
In
st
ru
m
e
n
t
A
d
m
in
is
tr
at
io
n
B
re
ad
th
o
f
ap
p
lic
at
io
n
T
h
e
o
re
ti
ca
l
b
as
is
In
fo
rm
at
io
n
yi
e
ld
e
d
R
e
lia
b
ili
ty
V
al
id
it
y
B
e
re
av
e
m
e
n
t
R
is
k
In
d
e
x
8
,3
6
P
ro
fe
ss
io
n
al
as
se
ss
m
e
n
t
b
as
e
d
o
n
o
b
se
rv
at
io
n
s
an
d
co
n
ta
ct
w
it
h
fa
m
ily
.
8
it
e
m
s/
4
it
e
m
s
6
p
o
in
t
sc
al
e
M
e
as
u
re
s:
h
ig
h
,
m
o
d
e
ra
te
an
d
lo
w
ri
sk
.
B
ri
e
f.
R
e
q
u
ir
e
s
4
h
o
u
rs
tr
ai
n
in
g.
Te
st
e
d
o
n
1
5
0
b
e
re
av
e
d
fa
m
ili
e
s
w
h
o
re
ce
iv
e
d
st
ru
ct
u
re
d
b
e
re
av
e
m
e
n
t
su
p
p
o
rt
in
h
o
sp
ic
e
se
tt
in
g.
P
ar
ke
s3
6
M
e
as
u
re
s
cl
in
gi
n
g/
p
in
in
g;
an
ge
r;
se
lf-
re
p
ro
ac
h
;
p
e
rc
e
iv
e
d
co
p
in
g8
In
te
rn
al
co
n
si
st
e
n
cy
C
h
ro
n
b
ac
h
’s
al
p
h
a
co
e
ff
ic
ie
n
t
0
.8
0
w
it
h
sh
o
rt
fo
u
r-
it
e
m
ve
rs
io
n
.
In
te
rn
al
co
n
si
st
e
n
cy
lo
w
an
d
u
n
re
lia
b
le
3
3
G
o
o
d
fa
ce
,
co
n
te
n
t
an
d
p
re
d
ic
ti
ve
va
lid
it
y.
C
o
n
ve
rg
e
n
t
an
d
d
is
cr
im
in
an
t
va
lid
it
y
n
o
t
re
p
o
rt
e
d
.
C
o
lo
ra
d
o
B
e
re
av
e
m
e
n
t
Se
rv
ic
e
s
P
ro
je
ct
4
1
Se
lf
as
se
ss
m
e
n
t:
2
0
it
e
m
s
3
p
o
in
t
sc
al
e
5
*
it
e
m
s
o
r
su
ic
id
al
id
e
at
io
n
e
q
u
al
s
h
ig
h
ri
sk
.
P
ro
fe
ss
io
n
al
as
se
ss
m
e
n
t:
2
3
it
e
m
s
Sc
o
re
s:
h
ig
h
,
m
e
d
iu
m
an
d
lo
w
ri
sk
.
T
ra
in
in
g
1
d
ay
.
Te
st
e
d
in
u
rb
an
an
d
ru
ra
l
p
o
p
u
la
ti
o
n
s
in
C
o
lo
ra
d
o
h
o
sp
ic
e
s.
A
d
ap
ta
b
le
to
fa
m
ili
e
s
fr
o
m
d
iff
e
re
n
t
ra
ci
al
an
d
cu
lt
u
ra
l
b
ac
k
gr
o
u
n
d
s.
W
o
rd
e
n
4
2
H
e
lp
s
p
ro
vi
d
e
rs
ta
ilo
r
se
rv
ic
e
s
to
id
e
n
ti
fie
d
n
e
e
d
s
b
as
e
d
o
n
co
m
b
in
at
io
n
o
f
se
lf
as
se
ss
m
e
n
t
an
d
p
ro
-
fe
ss
io
n
al
as
se
ss
m
e
n
t
in
fo
rm
at
io
n
.
Q
u
al
it
at
iv
e
an
d
q
u
an
ti
ta
ti
ve
ap
p
ro
ac
h
e
s
b
le
n
d
e
d
.
Fu
rt
h
e
r
te
st
in
g
p
la
n
n
e
d
.
G
o
o
d
co
n
te
n
t
an
d
co
n
-
st
ru
ct
va
lid
it
y.
Fa
m
ily
R
e
la
ti
o
n
sh
ip
s
In
d
e
x
6
3
D
e
ri
ve
d
fr
o
m
Fa
m
ily
E
n
vi
ro
n
m
e
n
t
Sc
al
e
6
6
Se
lf-
co
m
p
le
ti
o
n
sc
re
e
n
in
g
to
o
l
u
se
d
to
id
e
n
ti
fy
fa
m
ili
e
s,
w
h
e
re
a
re
la
ti
ve
is
d
yi
n
g,
w
h
o
m
ay
b
e
at
ri
sk
o
f
p
o
o
r
b
e
re
av
e
m
e
n
t
o
u
tc
o
m
e
.
It
ca
n
b
e
u
se
d
to
ru
le
o
u
t
fa
m
ili
e
s
th
at
ar
e
n
o
t
at
ri
sk
.
1
2
it
e
m
s
T
ru
e
/F
al
se
sc
al
e
W
h
e
re
p
o
ss
ib
le
,
in
fo
rm
a-
ti
o
n
is
co
lle
ct
e
d
fr
o
m
b
o
th
p
at
ie
n
t
in
p
al
lia
ti
ve
ca
re
se
tt
in
g
an
d
th
e
ir
ca
re
r/
re
la
ti
ve
.
Te
st
e
d
ag
ai
n
st
th
e
Fa
m
ily
A
ss
e
ss
m
e
n
t
D
ev
ic
e
(F
A
D
)7
1
o
n
2
5
7
fa
m
ili
e
s
w
h
o
co
n
-
se
n
te
d
to
sc
re
e
n
in
g6
7
in
a
R
C
T
st
u
d
y
in
vo
lv
in
g
p
at
ie
n
ts
in
a
p
al
lia
ti
ve
ca
re
se
tt
in
g
w
h
o
h
ad
le
ss
th
an
6
m
o
n
th
s
to
liv
e
.
Te
st
e
d
ag
ai
n
st
th
e
Fa
m
ily
A
ss
e
ss
m
e
n
t
D
ev
ic
e
-
G
e
n
e
ra
l
Fu
n
ct
io
n
in
g
(F
A
D
-G
F)
7
2
o
n
4
8
fa
m
ili
e
s
o
f
ad
u
lt
p
at
ie
n
ts
w
it
h
ca
n
ce
r
an
d
9
9
ad
u
lt
re
la
ti
ve
s7
3
Fa
m
ily
fo
cu
se
d
gr
ie
f
th
e
ra
py
7
4
M
e
as
u
re
s
in
d
iv
id
u
al
p
e
rc
e
p
ti
o
n
s
o
f
fa
m
ily
fu
n
ct
io
n
in
g,
in
te
rp
e
r-
so
n
al
re
la
ti
o
n
sh
ip
s
an
d
o
rg
an
is
at
io
n
al
st
ru
ct
u
re
.
Su
b
sc
al
e
s
m
e
as
u
re
:
C
o
h
e
si
ve
n
e
ss
E
x
p
re
ss
iv
e
n
e
ss
C
o
n
fli
ct
Sc
o
re
s
d
e
sc
ri
b
e
fiv
e
cl
as
se
s
o
f
fa
m
ily
:
Su
p
p
o
rt
iv
e
C
o
n
fli
ct
-r
e
so
lv
in
g
In
te
rm
e
d
ia
te
Su
lle
n
H
o
st
ile
D
ia
gn
o
st
ic
ac
cu
ra
cy
w
as
te
st
e
d
ag
ai
n
st
th
e
ge
n
e
ra
l
fu
n
ct
io
n
in
g
sc
al
e
o
f
th
e
Fa
m
ily
A
ss
e
ss
m
e
n
t
D
ev
ic
e
.
T
h
e
p
re
d
ic
ti
ve
p
o
w
e
r
in
d
ic
at
e
s
th
e
FR
I
h
as
an
8
6
%
lik
e
lih
o
o
d
o
f
id
e
n
ti
fy
in
g
d
ys
fu
n
c-
ti
o
n
al
fa
m
ili
e
s,
b
u
t
o
f
th
e
se
o
n
ly
5
0
%
p
ro
ve
d
to
b
e
tr
u
e
ca
se
s.
T
h
e
au
th
o
rs
w
er
e
w
ill
in
g
to
to
le
ra
te
th
is
m
is
cl
as
si
-
fic
at
io
n
in
a
sc
re
e
n
in
g
in
st
ru
m
e
n
t
to
av
o
id
m
is
si
n
g
an
y
at
ri
sk
fa
m
ily
7
4
FR
I
d
e
m
o
n
st
ra
te
d
go
o
d
se
n
si
ti
vi
ty
(0
.8
6
),
m
o
d
e
r-
at
e
sp
e
ci
fic
it
y
(0
.4
5
);
P
P
V
in
d
ic
at
e
d
5
0
%
fa
m
ili
e
s
co
n
si
d
e
re
d
at
ri
sk
w
e
re
id
e
n
ti
fie
d
b
y
th
e
FR
I.
T
h
e
N
P
V
su
gg
e
st
e
d
th
e
re
w
as
a
h
ig
h
d
e
gr
e
e
o
f
co
n
co
rd
an
ce
b
e
tw
e
e
n
in
d
iv
id
u
al
s
id
e
n
ti
fie
d
as
n
o
t
b
e
in
g
at
ri
sk
b
y
b
o
th
m
e
as
u
re
s
(N
P
V
¼
0
.8
4
).
7
4
M
e
as
u
re
d
ag
ai
n
st
FA
D
-G
F7
3
FR
I
d
e
m
o
n
st
ra
te
d
1
0
0
%
se
n
-
si
ti
vi
ty
;
la
ck
e
d
sp
e
ci
fic
it
y
b
u
t
w
as
se
n
si
ti
ve
to
fa
m
ily
d
ys
fu
n
ct
io
n
,
d
e
p
re
ss
io
n
an
d
an
x
ie
ty
;
d
ia
gn
o
st
ic
ac
cu
ra
cy
va
ri
e
d
b
e
tw
e
e
n
0
.3
8
an
d
0
.5
2
6 Palliative Medicine 0(00)
M
at
ri
x
o
f
‘R
an
ge
o
f
R
e
sp
o
n
se
s
to
L
o
ss
’
1
1
P
ro
fe
ss
io
n
al
as
se
ss
m
e
n
t.
Fi
ve
it
e
m
s
re
p
e
at
e
d
in
e
ac
h
ca
te
go
ry
o
f
o
ve
r-
w
h
e
lm
e
d
,
co
n
tr
o
lle
d
an
d
re
si
lie
n
t.
B
ia
s
to
w
ar
d
s
re
sp
o
n
se
s
in
th
e
b
o
tt
o
m
h
al
f
in
d
ic
at
e
s
fo
rm
al
b
e
re
av
e
m
e
n
t
su
p
-
p
o
rt
is
u
n
lik
e
ly
an
d
m
u
lt
i-
p
le
ag
re
e
m
e
n
ts
w
it
h
fa
ct
o
rs
in
th
e
to
p
h
al
f
in
d
ic
at
e
s
th
e
p
o
te
n
ti
al
n
e
e
d
fo
r
b
e
re
av
e
m
e
n
t
su
p
p
o
rt
.
C
o
m
p
le
te
d
b
as
e
d
o
n
in
fo
rm
at
io
n
ga
th
e
re
d
th
ro
u
gh
o
b
se
rv
at
io
n
an
d
d
is
cu
ss
io
n
w
it
h
th
e
fa
m
ily
d
u
ri
n
g
a
p
at
ie
n
t’
s
ad
m
is
-
si
o
n
to
h
o
sp
ic
e
o
r
p
al
lia
-
ti
ve
ca
re
se
tt
in
g.
T
h
is
is
a
re
ce
n
tl
y
d
ev
e
lo
p
e
d
to
o
l
w
h
ic
h
is
ta
rg
e
te
d
fo
r
u
se
in
h
o
sp
ic
e
o
r
sp
e
ci
al
is
t
p
al
lia
ti
ve
ca
re
se
tt
in
gs
.
It
h
as
n
o
t
ye
t
b
e
e
n
te
st
e
d
fo
r
re
lia
b
ili
ty
o
r
va
lid
it
y,
b
u
t
it
is
b
as
e
d
o
n
th
e
R
an
ge
o
f
R
e
sp
o
n
se
s
to
L
o
ss
w
h
ic
h
w
as
va
lid
at
e
d
in
a
st
u
d
y
o
f
b
e
re
av
e
d
p
e
o
p
le
.4
5
R
an
ge
o
f
R
e
sp
o
n
se
s
to
L
o
ss
.4
5
O
ve
rw
h
e
lm
e
d
C
o
n
tr
o
lle
d
R
e
si
lie
n
t
V
u
ln
e
ra
b
le
C
ap
tu
re
s
re
sp
o
n
se
s
to
:
Fe
e
lin
gs
,
th
o
u
gh
ts
,
b
e
h
a-
vi
o
u
rs
,l
ife
p
e
rs
p
e
ct
iv
e
an
d
so
ci
al
su
p
p
o
rt
.
A
ls
o
re
co
rd
s
vu
ln
e
ra
b
ili
ty
o
r
re
si
lie
n
ce
fa
ct
o
rs
to
p
e
rs
o
n
al
ca
p
ac
it
y
o
r
ci
r-
cu
m
st
an
ti
al
ri
sk
.
W
h
at
h
ap
p
e
n
e
d
an
d
w
h
e
n
(e
x
te
rn
al
n
ar
ra
ti
ve
)
T
h
e
im
p
ac
t
o
f
ev
e
n
ts
o
n
th
e
p
e
rs
o
n
(i
n
te
rn
al
n
ar
-
ra
ti
ve
)
H
o
w
th
ey
ar
e
m
ak
in
g
se
n
se
(o
r
n
o
t)
o
f
th
e
ir
e
x
p
e
ri
e
n
ce
(r
e
fle
x
iv
e
n
ar
ra
ti
ve
)
M
at
ri
x
n
o
t
ye
t
te
st
e
d
.
C
o
n
si
st
e
n
tl
y
va
lid
w
it
h
o
th
e
r
w
e
ll
e
st
ab
lis
h
e
d
th
e
o
ri
e
s.
R
is
k
as
se
ss
m
e
n
t
o
f
b
e
re
av
e
m
e
n
t
in
a
p
al
lia
ti
ve
ca
re
se
tt
in
g3
9
P
ro
fe
ss
io
n
al
n
u
rs
in
g
as
se
ss
m
e
n
t
b
as
e
d
o
n
k
n
o
w
le
d
ge
o
f
m
ai
n
ca
re
r.
1
1
it
e
m
s
E
as
y
to
ad
m
in
is
te
r.
T
ra
in
in
g
1
d
ay
.
P
ilo
te
d
fo
r
1
ye
ar
in
a
U
K
h
o
sp
ic
e
.
Id
e
n
ti
fie
s
h
ig
h
,
m
e
d
iu
m
an
d
lo
w
ri
sk
ca
te
go
ri
e
s.
T
ra
n
sf
e
ra
b
le
b
e
tw
e
e
n
h
o
sp
ic
e
an
d
co
m
m
u
-
n
it
y
p
al
lia
ti
ve
ca
re
se
tt
in
gs
.
W
o
rd
e
n
4
2
P
ar
ke
s1
6
T
im
e
in
h
o
sp
ic
e
,
m
o
d
e
o
f
d
e
at
h
,
k
n
o
w
le
d
ge
o
f
ill
-
n
e
ss
,
k
in
sh
ip
,
sp
ir
it
u
al
it
y,
an
ti
ci
p
at
o
ry
gr
ie
f,
k
n
o
w
n
tr
au
m
at
ic
lif
e
e
x
p
e
ri
e
n
ce
s,
p
hy
si
ca
l/
m
e
n
ta
l
h
e
al
th
,
re
ac
ti
o
n
at
ti
m
e
o
f
d
e
at
h
,
p
e
rc
e
iv
e
d
co
p
in
g.
N
o
t
re
p
o
rt
e
d
.
G
o
o
d
fa
ce
an
d
co
n
te
n
t
va
lid
it
y
b
as
e
d
o
n
fe
e
d
-
b
ac
k
fr
o
m
se
rv
ic
e
u
se
rs
an
d
st
af
f.
Agnew et al. 7
T
a
b
le
2
.
N
o
rm
al
an
d
co
m
p
lic
at
e
d
b
e
re
av
e
m
e
n
t
m
e
as
u
re
m
e
n
ts
In
st
ru
m
e
n
t
A
d
m
in
is
tr
at
io
n
B
re
ad
th
o
f
ap
p
lic
at
io
n
T
h
e
o
re
ti
ca
l
b
as
is
In
fo
rm
at
io
n
yi
e
ld
e
d
R
e
lia
b
ili
ty
V
al
id
it
y
A
d
u
lt
A
tt
it
u
d
e
to
G
ri
e
f
sc
al
e
4
5
Se
lf-
as
se
ss
m
e
n
t
w
it
h
p
ro
fe
ss
io
n
al
.
9
it
e
m
s
5
p
o
in
t
sc
al
e
3
ca
te
go
ri
e
s
o
f
re
sp
o
n
se
to
lo
ss
:
o
ve
rw
h
e
lm
e
d
;
re
si
lie
n
t;
co
n
tr
o
lle
d
.
Q
u
al
it
at
iv
e
an
d
q
u
an
ti
-
ta
ti
ve
d
at
a
co
lle
ct
e
d
.
R
e
q
u
ir
e
s
1
d
ay
tr
ai
n
in
g.
Te
st
e
d
o
n
9
4
p
e
o
p
le
se
e
k
in
g
b
e
re
av
e
m
e
n
t
co
u
n
se
lli
n
g.
4
5
Te
st
e
d
o
n
1
7
b
e
re
av
e
d
p
e
o
p
le
se
e
k
in
g
b
e
re
av
e
m
e
n
t
co
u
n
se
lli
n
g.
5
1
A
d
ap
ta
b
le
to
th
e
ra
-
p
e
u
ti
c
se
tt
in
gs
an
d
d
iff
e
re
n
t
ty
p
e
s
o
f
lo
ss
.
A
tt
ac
h
m
e
n
t.
4
0
,7
6
R
an
ge
o
f
re
sp
o
n
se
to
lo
ss
.4
5
D
u
al
P
ro
ce
ss
M
o
d
e
l.4
4
In
tu
it
iv
e
an
d
in
st
ru
-
m
e
n
ta
l
m
o
d
e
o
f
gr
ie
f.5
0
P
ro
m
o
te
s
n
ar
ra
ti
ve
ac
co
u
n
t
o
f
gr
ie
f
an
d
e
x
p
lo
re
s
gr
ie
f
w
it
h
in
w
id
e
r
so
ci
al
co
n
te
x
t
an
d
h
is
to
ry
o
f
lo
ss
e
s
e
x
p
e
ri
-
e
n
ce
d
.
P
ro
fil
e
s
in
d
iv
id
u
al
gr
ie
f,
h
o
w
p
e
rs
o
n
re
ac
te
d
to
it
an
d
id
e
n
ti
fie
s
as
p
e
ct
s
to
ad
d
re
ss
in
b
e
re
av
e
-
m
e
n
t
su
p
p
o
rt
.
R
e
fle
ct
s
ch
an
ge
s
in
e
m
o
ti
o
n
al
an
d
co
gn
it
iv
e
p
e
rs
p
e
ct
iv
e
s
o
ve
r
ti
m
e
.
Si
gn
ifi
ca
n
t
co
rr
e
la
ti
o
n
b
e
tw
e
e
n
‘o
ve
rw
h
e
lm
e
d
’
an
d
th
e
L
e
id
e
n
‘d
e
ta
ch
-
m
e
n
t’
sc
al
e
.7
7
N
e
ga
ti
ve
co
rr
e
la
ti
o
n
b
e
tw
e
e
n
‘r
e
si
lie
n
t’
it
e
m
s
o
n
A
A
G
sc
al
e
an
d
d
is
-
tr
e
ss
,
as
m
e
as
u
re
d
b
y
B
e
ck
D
e
p
re
ss
io
n
In
ve
n
to
ry
,7
8
Im
p
ac
t
o
f
E
ve
n
t
Sc
al
e
4
9
an
d
L
e
id
e
n
D
e
ta
ch
m
e
n
t
Sc
al
e
.7
7
G
o
o
d
fa
ce
an
d
co
n
te
n
t
va
lid
it
y:
p
o
si
ti
ve
re
ce
p
ti
o
n
b
y
cl
ie
n
ts
an
d
af
fir
m
at
io
n
o
f
it
s
th
e
ra
p
e
u
ti
c
e
ff
e
ct
iv
e
n
e
ss
b
y
p
ra
ct
it
io
n
e
rs
.5
1
,7
5
C
o
n
si
st
e
n
tl
y
va
lid
w
it
h
o
th
e
r
w
e
ll
e
st
ab
lis
h
e
d
th
e
o
ri
e
s.
C
o
re
B
e
re
av
e
m
e
n
t
It
e
m
s3
7
Se
lf–
as
se
ss
m
e
n
t
o
r
p
ro
-
fe
ss
io
n
al
as
se
ss
m
e
n
t.
1
7
it
e
m
s
5
p
o
in
t
sc
al
e
3
su
b
sc
al
e
s
R
ap
id
sc
re
e
n
in
g
d
ev
ic
e
.
T
ra
in
in
g
n
o
t
re
p
o
rt
e
d
.
Te
st
e
d
p
ro
sp
e
ct
iv
e
ly
o
n
1
5
8
su
b
je
ct
s
in
d
if-
fe
re
n
t
co
m
m
u
n
it
y
sa
m
p
le
s:
b
e
re
av
e
d
p
ar
-
e
n
ts
,
sp
o
u
se
s
u
n
d
e
r
7
0
an
d
ad
u
lt
ch
ild
re
n
.
B
e
st
su
it
e
d
to
n
o
rm
al
gr
ie
f.
A
tt
ac
h
m
e
n
t
T
h
e
o
ry
.7
6
A
tt
ac
h
m
e
n
t
e
m
o
ti
o
n
s
an
d
b
e
h
av
io
u
rs
in
vo
ke
d
b
y
re
m
in
d
e
rs
o
f
d
e
ce
as
e
d
;
o
n
go
in
g
b
e
h
av
io
u
r;
p
ar
am
e
te
rs
o
f
re
so
lu
ti
o
n
.
A
ss
e
ss
e
s
in
te
n
si
ty
o
f
b
e
re
av
e
m
e
n
t
re
ac
ti
o
n
.
In
te
rn
al
co
n
si
st
e
n
cy
0
.9
1
.3
6
C
h
ro
n
b
ac
h
’s
al
p
h
a
co
e
f-
fic
ie
n
t
fo
r
1
7
it
e
m
C
B
I
sc
al
e
0
.9
1
co
m
p
ar
e
d
to
2
1
it
e
m
T
R
IG
0
.7
7
(8
it
e
m
)
an
d
0
.8
6
(1
3
it
e
m
).
5
6
Te
st
–
re
te
st
n
o
t
re
p
o
rt
e
d
.
G
o
o
d
fa
ce
an
d
d
is
cr
im
in
an
t
va
lid
it
y.
G
o
o
d
co
n
st
ru
ct
va
lid
it
y
d
e
m
o
n
st
ra
te
d
u
si
n
g
fa
ct
o
r
an
al
ys
is
.
C
o
n
ve
rg
e
n
t
an
d
d
is
cr
im
in
an
t
va
lid
it
y
n
o
t
re
p
o
rt
e
d
.
G
ri
e
f
E
va
lu
at
io
n
M
e
as
u
re
5
9
Se
lf-
as
se
ss
m
e
n
t
5
8
it
e
m
s
7
se
ct
io
n
s
6
p
o
in
t
sc
al
e
T
ak
e
s
3
0
–
3
5
m
in
u
te
s
to
co
m
p
le
te
.
Te
st
e
d
o
n
9
2
b
e
re
av
e
d
p
e
rs
o
n
s.
Te
st
–
re
te
st
re
lia
b
ili
ty
b
as
e
d
o
n
2
3
p
e
rs
o
n
s.
N
o
t
b
as
e
d
o
n
an
y
m
o
d
e
l
o
r
th
e
o
ry
o
f
gr
ie
vi
n
g.
Q
u
al
it
at
iv
e
an
d
q
u
an
ti
ta
ti
ve
ap
p
ro
ac
h
e
s
b
le
n
d
e
d
.
Sc
re
e
n
s
fo
r
co
m
p
lic
at
e
d
gr
ie
f
in
ad
u
lt
s.
Te
st
–
re
te
st
:
e
x
p
e
ri
e
n
ce
s
se
ct
io
n
0
.9
7
;
p
ro
b
le
m
s
se
ct
io
n
0
.8
8
.7
9
In
te
rn
al
re
lia
b
ili
ty
C
h
ro
n
b
ac
h
’s
al
p
h
a:
e
x
p
e
ri
e
n
ce
s
0
.9
1
;
p
ro
b
le
m
s
0
.9
7
.
C
o
n
st
ru
ct
va
lid
it
y
go
o
d
.
C
o
n
cu
rr
en
t
va
lid
it
y
G
E
M
an
d
IC
G
0
.8
2
(p
ro
b
le
m
s)
0
.7
4
.
G
o
o
d
p
re
d
ic
ti
ve
va
lid
it
y
fo
r
ad
ju
st
m
e
n
t
1
ye
ar
af
te
r
in
it
ia
l
ev
al
u
at
io
n
.
8 Palliative Medicine 0(00)
In
ve
n
to
ry
o
f
T
ra
u
m
at
ic
G
ri
e
f6
4
Se
lf-
as
se
ss
m
e
n
t
3
0
it
e
m
s
5
p
o
in
t
sc
al
e
To
ta
l
sc
o
re
ca
lc
u
la
te
d
b
y
su
m
m
at
io
n
o
f
it
e
m
sc
o
re
s.
R
ap
id
sc
re
e
n
in
g
d
ev
ic
e
.
Te
st
e
d
o
n
2
5
0
ad
u
lt
s
ag
e
d
1
8
–
7
0
ye
ar
s
w
h
o
su
ff
e
re
d
fir
st
-d
e
gr
e
e
lo
ss
(p
ar
tn
e
r,
p
ar
e
n
t,
ch
ild
o
r
si
b
lin
g)
th
re
e
ye
ar
s
p
re
vi
o
u
sl
y
an
d
ac
ce
ss
e
d
b
e
re
av
e
m
e
n
t
su
p
p
o
rt
.
N
o
t
st
at
e
d
.
M
e
as
u
re
s
m
al
ad
ap
ti
ve
gr
ie
f
sy
m
p
to
m
s.
D
is
ti
n
gu
is
h
e
s
b
e
tw
e
e
n
n
o
rm
al
/p
at
h
o
lo
gi
ca
l
gr
ie
f.
Fa
vo
u
ra
b
le
in
te
rn
al
co
n
si
st
e
n
cy
0
.9
4
.
C
h
ro
n
b
ac
h
’s
al
p
h
a
an
d
te
st
–
re
te
st
re
lia
b
ili
ty
0
.8
0
o
ve
r
si
x
m
o
n
th
s
o
f
b
e
re
av
e
m
e
n
t.
7
0
Te
st
–
re
te
st
co
rr
e
la
ti
o
n
ra
n
ge
d
0
.4
1
–
0
.9
1
w
it
h
IT
G
to
ta
l
sc
o
re
0
.9
2
.2
0
C
o
n
st
ru
ct
an
d
fa
ct
o
ri
al
va
lid
it
y
ve
ry
fa
vo
u
ra
b
le
.
C
o
n
ve
rg
e
n
t
an
d
d
is
cr
im
in
an
t
va
lid
it
y
0
.8
7
w
it
h
T
R
IG
p
ar
t
II
b
u
t
IT
G
b
e
tt
e
r
d
is
cr
im
in
at
e
s
go
o
d
fr
o
m
p
o
o
r
o
u
tc
o
m
e
.
Te
x
as
R
ev
is
e
d
In
ve
n
to
ry
o
f
G
ri
e
f6
5
Se
lf-
as
se
ss
m
e
n
t
2
1
it
e
m
s
2
su
b
sc
al
e
s
5
p
o
in
t
sc
al
e
.
C
o
m
p
re
h
e
n
si
ve
ra
p
id
sc
re
e
n
in
g
d
ev
ic
e
.
T
ra
in
in
g
an
d
ti
m
e
to
co
m
p
le
te
n
o
t
re
p
o
rt
e
d
.
Te
st
e
d
o
n
2
6
0
b
e
re
av
e
d
p
e
rs
o
n
s
(m
e
an
ag
e
3
8
ye
ar
s)
.
Te
st
–
re
te
st
o
n
3
2
8
p
e
rs
o
n
s
(m
e
an
ag
e
3
3
ye
ar
s)
.
A
d
ap
ta
b
le
to
m
u
lt
i-
cu
lt
u
ra
l
re
se
ar
ch
su
b
je
ct
s.
B
as
e
d
o
n
lit
e
ra
tu
re
o
f
n
o
rm
at
iv
e
an
d
at
yp
ic
al
gr
ie
f
re
ac
ti
o
n
s.
M
e
as
u
re
s
ch
an
ge
in
gr
ie
f
o
ve
r
ti
m
e
.
Fo
cu
si
n
g
o
n
p
as
t
b
e
h
av
io
u
r
an
d
p
re
se
n
t
fe
e
lin
gs
w
it
h
ad
d
it
io
n
al
u
n
-s
ca
le
d
it
e
m
s:
n
at
u
re
o
f
re
la
ti
o
n
sh
ip
,
p
e
rc
e
iv
e
d
cl
o
se
n
e
ss
to
d
e
ce
as
e
d
,
le
n
gt
h
o
f
ti
m
e
si
n
ce
d
e
at
h
,
an
d
o
th
e
r
re
la
te
d
fa
ct
o
rs
.
Sp
lit
h
al
f
an
d
co
e
ff
ic
ie
n
t
al
p
h
as
0
.8
7
in
it
ia
l
ad
ju
st
m
e
n
t;
0
.8
9
p
re
se
n
t
le
ve
ls
o
f
gr
ie
f.
In
te
rn
al
co
n
si
st
e
n
cy
(P
ar
t
I)
C
h
ro
n
b
ac
h
’s
al
p
h
a
0
.7
7
–
0
.8
7
,8
0
0
.7
8
–
0
.8
9
;
(P
ar
t
II
)
0
.6
9
–
0
.8
9
an
d
0
.9
0
–
0
.9
3
.8
0
Te
st
–
re
te
st
n
o
t
re
p
o
rt
e
d
.
G
o
o
d
co
n
st
ru
ct
an
d
fa
ct
o
ri
al
va
lid
it
y.
E
x
p
lo
ra
to
ry
fa
ct
o
r
an
al
ys
is
w
it
h
re
te
n
ti
o
n
o
f
it
e
m
s
lo
ad
in
g
0
.4
0
.8
0
C
o
n
ve
rg
e
n
t
an
d
d
is
cr
im
in
an
t
va
lid
it
y
IT
G
0
.8
7
.
Agnew et al. 9
resources/strengths. Starred items are considered to be
of major signiﬁcance and ﬁve or more starred items
generally indicate high risk. Suicidal ideation is auto-
matically considered high risk. Otherwise the ranking
of low, moderate or high risk is subjective, based on the
items ticked and the professional undertaking the
assessment. It is easily administered and has been
tested for content and construct validity.
FRI63 is a simple and eﬀective 12-item, true–false
response scale which was derived from the short-form
Family Environment Scale.66 It has been used in pal-
liative care settings as a screening tool that identiﬁes
dysfunctional families. The FRI is a well-validated
measure of an individual’s perception of their family’s
functioning, including such constructs as interpersonal
relationships and organizational structure.63 The cohe-
siveness, expressiveness and conﬂict subscales generate
the FRI, a global measure of family interaction.67
Scores are used to describe ﬁve classes of family: sup-
portive, conﬂict-resolving, intermediate, sullen and hos-
tile. Kissane et al.68 suggest that a family may be at risk
of poor outcome if one or more members scores nine or
less out of 12, or less than four on cohesiveness, namely
those identiﬁed as hostile, sullen or intermediate.
Kissane et al.67,69 found the level of family functioning
to be a powerful predictor of bereavement outcome and
they suggest that clinicians assess family issues in
practice.
Matrix of ‘Range of Responses to Loss’ 11 was
adapted from the theoretical concepts underpinning
Machin’s Adult Attitude to Grief Scale.45 The matrix
provides a framework for professionals to understand
the coping responses and to assess the vulnerability
factors of individuals facing bereavement. Assessment
using the matrix requires observations of family reac-
tions and engagement in conversations about how indi-
viduals are dealing with their situation. The concepts of
overwhelmed, controlled and resilient can be consid-
ered alongside the traditional risk factors to help under-
stand individual diﬀerences in coping. Whilst based on
Machin’s Range of Response to Loss, the matrix has
not been tested for validity or reliability.
Risk Assessment of Bereavement39 relies on comple-
tion by hospice nursing staﬀ based on their observa-
tions and information gathered during the patient’s
admission and is used to inform the nature of bereave-
ment follow-up services. Although underpinned by
theories of Parkes16 and Worden42 and piloted in a
UK hospice prior to implementation it has not been
tested for validity or reliability.
Normal versus complicated grief assessment tools
AAG45 proﬁles qualitative and quantitative responses
to nine attitudinal statements reﬂecting the spectrum
of emotional and cognitive perspectives of loss:
overwhelmed, resilient or controlled. The AAG has
evidence of reliability and validity. Being self-
completed, it promotes a narrative account of the ser-
vice user’s grief perspective within their wider social
context addressing issues about consent, accuracy
and partnership in care planning. It can be used to
identify complicated grief reactions and the proposed
hierarchy of vulnerability can be used as guidance in
the selection of a therapeutic approach; it measures
change when repeated and has been tested in palliative
care settings.
CBI37 refers to commonly occurring symptoms
about images and thoughts, acute separation and
grief. It can be used as a self- or professional assess-
ment. Whilst tested on 150 subjects in Australia who
experienced a close bereavement, critics suggest it is
best suited to the study of normal grief responses
rather than complicated grief.56
GEM59 provides a self-report quantitative and qual-
itative assessment of the nature and severity of individ-
ual grief reactions. Whilst the GEM demonstrates good
concurrent validity for established measures and good
predictive validity for mourner adjustment 1 year after
initial assessment, it was tested on a convenience
sample of individuals who had already sought bereave-
ment counselling. This measure takes 30–35 minutes to
complete and training is not accessible in the UK.
ITG64 developed from the Inventory of Complicated
Grief70 is a rapid screening self-assessment device to
measure symptoms of grief and to distinguish between
normal and pathological forms of grief. Completion is
normally 6 months into bereavement. Whilst it is
the only tool demonstrated to have strong predictive
validity for the development of future grief related pro-
blems59 it was only tested on adults who had suﬀered a
ﬁrst-degree loss and accessed professional bereavement
support.
TRIG65 is the most commonly used self-assessment
measure in the empirical literature which focuses on
past behaviour and present feelings. Although devel-
oped from the literature and clinical experience of the
authors, some TRIG items are reported to be benign
or redundant, do not permit variation or overlap exten-
sively with the measure of depression.
Discussion
In this work we have reviewed two types of bereave-
ment assessment tools. Whilst reviews of a range of
bereavement measurement tools are available, few
have evaluated their transferability to UK specialist
palliative care settings where pre-bereavement support
is oﬀered by qualiﬁed social workers and nursing staﬀ
and post-bereavement support is oﬀered by trained
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bereavement professionals and volunteers in line with
NICE guidance.13
Whilst ﬁve measurement tools reviewed were devel-
oped for use in palliative care settings (BRI,36 Risk
Assessment,39 Colorado Project,41 Matrix of Range of
Responses to Loss,11 FRI63) where death is anticipated,
information is collected based on observations by pro-
fessionals rather than direct user participation, which
could lead to inaccurate or incomplete assessments. The
Matrix11 and the Family Relationships Index,63 how-
ever, are completed based on observations and narra-
tives with individual family members. Both identify the
potential for poor psychological outcome in individuals
anticipating bereavement.
Six tools are claimed to be adaptable to diﬀerent
settings, populations or types of loss (BRI,36 CBI,37
AAG Scale,45 Colorado Project,41 ITG,64 Matrix of
Range of Responses to Loss11). Even though written
formal methods of bereavement needs assessment
are widely accepted and encouraged in prac-
tice,2,5,6,8,11,24–28 identifying a valid and reliable assess-
ment tool suitable for use in UK specialist palliative
care settings has remained a challenge. This is compli-
cated further by briefer hospice stays, limited training
opportunities and a perceived reluctance by nursing
staﬀ to ask ‘intrusive’ questions.30
Administration
The bereaved need to be receptive to and formally
engaged in any assessment and intervention process to
ensure their consent, as well as the accuracy and use of
information. All of the assessment tools reviewed for
use to distinguish between normal and complicated
grief promoted self-completion (CBI,37 AAG Scale,45
GEM,59 ITG,64 TRIG65). However, self-completion
assessments require appropriately skilled staﬀ to inter-
pret the results, alongside professional judgement, to
determine whether an individual is experiencing com-
plicated grief.
The estimated time required to complete assessments
and the number of items to be completed varied. The
number of items directly asking the service user about
his or her bereavement experience in the identiﬁed tools
ranged from 8 (BRI)36 to 58 (GEM).59 Whilst some
may criticize brief measures, this review included two
‘longer’ tools (ITG,64 TRIG65) which were reported to
be rapid screening devices for individuals presenting for
bereavement support.
Theoretical basis
Two tools were not explicitly linked to any theoretical
model (GEM,59 ITG64), ﬁve were based on traditional
theoretical perspectives which may not reﬂect more
recent developments in our understanding of grief
(BRI,36 Colorado Project,41 Risk Assessment,39
CBI,37 TRIG65), and three were explicitly underpinned
by modern theoretical concepts which consider coping
styles and family dynamics (Matrix of Range of
Responses to Loss,11 AAG Scale,45 FRI63). Five mea-
surement tools were reported to be eﬀective in identify-
ing complicated grief reactions (GEM,59 AAG Scale,45
TRIG,65 FRI,63 ITG64). Whilst the FRI63 and the
ITG64 are the only tools validated to predict the devel-
opment of future grief-related problems, the FRI is
validated as a screening tool to rule out families not
at risk and it over-predicted the number of high risk
individuals, and the ITG is an assessment tool to be
used at least 6 months into bereavement.
Psychometric properties
Three measures reviewed had undergone minimal test-
ing for reliability or validity (Risk Assessment,39
Colorado Project,41 Matrix11) and one measure
showed low and unreliable internal consistency
(BRI36). However, ﬁve tools had undergone psycho-
metric testing against other established measurement
tools (TRIG,65 CBI,37 AAG Scale,45 ITG,64 FRI63)
and the majority had good content and construct valid-
ity (TRIG,65 BRI,36 CBI,37 AAG Scale,45 ITG,64
FRI,63 Colorado Project,41 GEM59).
Where sample sizes for testing were provided,
respondents ranged from 92 (GEM59) to 260
(TRIG65). In two cases (Risk Assessment,39 Colorado
Project41) tools were tested in hospice teams over a
12-month period.
Measurement tools, blending qualitative and quan-
titative responses, promote narrative elaboration on
personal thoughts and feelings about the experience
of loss, and may help to identify complicated grief
and measure change. Five of the measurement tools
included in this review used such a blended approach
(TRIG,65 AAG Scale,45 ITG,64 Colorado Project,41
GEM59).
Conclusion
The aim of this review was to identify screening or
bereavement assessment tools suitable for use within
UK specialist palliative care settings. This review iden-
tiﬁed two groups of assessment: continuous assessment
from the point of a patient’s admission into early
bereavement (Table 1) and post-bereavement to diﬀer-
entiate between normal and complex grief (Table 2). In
the ﬁrst group, the BRI36, despite criticisms about its
completion and reliability, is most commonly used
across the UK. The FRI63 which has been validated
as a screening tool to identify families at risk of poor
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bereavement outcome, oﬀers a structured approach to
identify individuals who may not be at risk of poor
bereavement outcome, however, it is uncertain how
many UK palliative care services oﬀer family focused
grief therapy and this tool has been predominantly used
in research studies. The Matrix,11 based on more
modern theoretical concepts, demonstrates great poten-
tial for UK-wide implementation into specialist pallia-
tive care settings, particularly given the changing
diversity of our population, the need to involve service
users in the assessment process and the beneﬁts of
having a continuous assessment of bereavement needs
to target resources to those in greatest need.
In relation to assessing bereavement risk when an
individual actively presents for support, the ITG64
and the TRIG65 are the most widely tested tools to
distinguish between normal and complicated grief;
however, they are complex, were developed in the
USA and may not be suitable for use by bereavement
volunteers even if trained. The AAG Scale45 seems
more appropriate for assessing need by a UK hospice
bereavement support service. It promotes user involve-
ment by empowering bereaved individuals to engage
actively in their own assessment and care planning pro-
cess, and ensures that any intervention is based on
accurate information shared by the individual. Its con-
tent, clarity, brevity and face-validity make it user-
friendly. The qualitative and quantitative components
ensure clarity, ﬂexibility and measurability, and its the-
oretical basis is modern and familiar to trained profes-
sionals and bereavement volunteers. It may, however,
be useful to explore the applicability of some validated
screening and assessment tools in practice, using eva-
luative research methods.
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